Results
The authors screened 5,703 titles and abstracts and reviewed 229 full-text articles. They included 28 studies and 13 companion reports based on eligibility criteria, with study sizes ranging from 181 to 350,439 patients. Of the 28 included studies, there was one cluster-crossover randomized controlled trial, 3 
Commentary
Because increasing evidence has suggested harm from long pauses in chest compressions, 1,2 greater emphasis has been placed on bystander compression-only CPR and continuous-compression CPR by out-of-hospital providers. 3 In addition, hyperventilation may negatively affect outcomes. 4, 5 As such, there is equipoise in regard to the ideal compression-toventilation ratio in cardiac arrest, and limited high-quality data exist. The study by Nichol et al 6 comparing continuouscompression CPR to 30:2 CPR represents the largest, highquality study in the meta-analysis. Many other studies included in this review were found to have significant risk of bias and poor-quality data, limiting their findings.
Although the concern that the compression-to-ventilation ratio may affect the quality of CPR is important, it should not prevent providers from performing CPR. Iwami et al 7 found that 30:2 was superior to compression-only CPR in all outcomes, including favorable neurologic outcome, but the initiation of compression-only CPR for bystander CPR also improved favorable neurologic outcome in out-of-hospital cardiac arrest overall. In addition, this review corroborates our understanding of pediatric arrests as primarily caused by respiratory failure in that CPR with ventilations, either 30:2 or 15:2, provides better outcomes than compression-only CPR. well as studies without a comparator group, were excluded.
DATA EXTRACTION AND SYNTHESIS
After ensuring appropriate agreement, 6 authors independently extracted data, using a standardized form in pairs. Discrepancies were settled by discussion or a third reviewer. In the case of companion reports, the study with the longest follow-up period was used, and the other studies were used only to supplement data from the main study. Risk of bias was assessed for each study with an appropriate tool, depending on the study design, including the Cochrane risk-of-bias tool for randomized controlled trials, Cochrane Effective Practice and Organization of Care risk-ofbias tool for cluster-crossover randomized controlled trials and nonrandomized trials, and the Newcastle-Ottawa Scale for cohort studies. Authors reported unadjusted risk differences (RDs) and risk ratios (RRs), and they pooled results with a randomeffects meta-analysis. Heterogeneity was estimated with the I 2 statistic. The Grading of Recommendations Assessment, Development and Evaluation criteria were used to determine quality of evidence.
